Results
Mortality Rates from Coronary Artery Disease within Wales. Wales can be divided on the basis of the major local government areas into three parts in which the frequency of Welsh speaking is high (>70%), medium (10-450%), and low ( < 5%). These areas differ considerably in the proportions of the population who live in urban and
Received March 17, 1967 . * Part of this material was presented at the IXth conference of the International Society of Geographic Pathology, September 1966, Leiden, Holland. rural areas, and, as the age specific death rates for coronary artery disease differ in towns and in country (Table I) , I have calculated a corrected mean Standardized Mortality Ratio for the years [1958] [1959] [1960] [1961] [1962] for the three parts of Wales in which the several death rates for the different types of area have been applied (Table II) . On the basis of this corrected S.M.R., deaths under the Registrar General's category B26 (Arteriosclerotic heart disease including coronary disease) are significantly more frequent in the high Welsh speaking area than in the low Welsh speaking area. The data from which the death rates were calculated were extracted from the Registrar General's Annual Reports for the years 1958 to 1962 (Registrar General, 1960 , 1961 , 1962a , 1963 , 1964 : the population was that of the census year 1961 (Registrar General, 1962b (Table III) .
Deaths in Swansea County Borough. The registers of death notices for the County Borough of Swansea for the years 1957 to 1961 were made available to me by Dr. E. B. Meyrick, the Medical Officer of Health. The names of men and women who had the certified causes of death, coronary thrombosis, coronary artery occlusion, myocardial infarction, coronary atheroma, and cardiac infarction were extracted and were classed either as Welsh or non-Welsh (Table IV) . There is an excess ofWelsh names both in males and in females over the number expected on the basis of the survey of electoral registers. The deaths were subdivided into males under and over the age of 60 years (Table V) . There is an excess of Welsh names among the men in each group, this excess is much larger in the older age-group. The excess of Welsh names among the women of Swansea who died of coronary artery disease was greater than that in men and was statistically significant. This is an unexpected finding as the surname of most women is an acquired characteristic rather than a hereditary one as a woman assumes the surname of her husband on marriage. The presence of a difference in this respect, however, is related to the higher frequency with which women whose maiden names are Welsh marry men whose surnames are also Welsh rather than men who carry English surnames (Ashley and Davies, 1966a ).
An alternative suggestion to explain the excess of Welsh names in the local cases, but not the excess of deaths in the high and medium Welsh speaking areas, is that the local population is stratified and that there is a greater proportion of older men with Welsh names than younger men. In the series of deaths 44% of the men under 60 had Welsh names while 47% of the men over 60 had Welsh names. Both groups, however, had Welsh names in excess of the number expected on the basis of the sample survey of the population (43 6%). If the greater proportion in the older men was entirely due to stratification, it would be expected that the proportion of Welsh names in the younger men would be lower than the average while that among the older men would be higher. In this case, however, both proportions were greater than would have been expected. The validity of the method is also borne out by the observation that (Oldham, Pickering, Roberts, and Sowry, 1960; Slack and Evans, 1966) . They are of particular interest in that it seems that environmental differences among the Welsh and the English in Wales are at a minimum (Ashley and Davies, 1966a) , so that the observed differences are more likely to be truly genetic than for example the differences in cardiac morbidity between the Asian and African components of the population of Uganda (Shaper and Jones, 1959) or the international differences between the people of America and those of Japan and Italy (Grande, 1963) where major differences in dietary habits may be of greater importance than differences in the genotype.
It should be emphasized that the role of genetic factors in a disease such as this is not directly causative. The phenotype, in this instance the effect of arteriosclerotic narrowing of the coronary arteries, is related to the interaction between the genotype, the genetic constitution, and the environment. The genetic disadvantage which the Welsh suffer is that of an increase in susceptibility to the adverse environmental conditions which ultimately lead to coronary artery disease. It is, indeed, possible that in such a population a disproportionate benefit may be obtained by alterations in the environmental conditions under which those people live.
Summary
Data are presented to show that the high incidence of coronary artery disease in Wales is related to genetic differences between the indigenous and immigrant populations of the Principality. The difference is not related to a difference in serum cholesterol level.
It is suggested that the gene pool of the Welsh people is such that there is an increased susceptibility to the enviromental factors also concerned in the aetiology of arteriosclerotic heart disease.
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